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F 000 INITIAL COMMENTS F 000 ;
A Recertification survey and investigation of '
complaints (#36197, #36203, and #36705) were |
completed on July 22, 2015, at Summit View of ?
Rocky Top. No deficiencies were cited in relation |
to complaints (#36197, #36203, and #36705)
under 42 CFR Part 483, Requirements for Long - ! _
Term Care Facilities. ; :
F 176 483.10(n} RESIDENT SELF-ADMINISTER ! F 1?6| Unit Supervisor removed th |
) ! Isar e i
$8=D DRUGS IF DEEMED SAFE : I respiratory fnhaler from the L oBMTNS
S ) : : room of resident #130. :
- Anindividual resident may self-administer drugs if : 1 RN Supervisor and LPN !
the interdisciplinary team, as defined by ; : Charge nurses conducted ;
§483.20(d)(2)(ii}, has determined that this ; ; mspections of all resident .
Lo £ : rooms and no other !
practice Is sate. , : medications were found. i
; ; Nursing staff inservices are l
f : being conducted by the facility
- This REQUIREMENT is not met as evidenced Staff Development !
by i Coordinator regarding the '
- Dy . . . X ; facility's policy and procedure |
- Based on medical record review, observation i ; regarding self-administration \
and interview, the facility failed to ensure a . , of medications to be ;
' resident was assessed and approved to self- ' i E{?ﬂmgL?Z?v 5;); f::iﬁ’rzagn?dml |
. a - . . : y
: admlmster mgdrcat:ons for 1 resident (#130) of 28 . inspect resident rooms 3 |
residents reviewed. : ; times per week for a total of 4 ?
' i weeks to identify any
The findings included: : ' medications in resident's .
i : possession. Findings will be i
. ’ . : reviewed by the Director of :
Medical record review rl_e_veafed Resident #130 f Nursing, w}fo will a:lso ::eosent i
was admitted to the fagility on 7/14/15, with | | findings to the QA Committee. ,
diagnoses including Pneumaonia, Atrial Fibrillation, ' i j
Chronic Puimonary Heart Disease, and Chronic v '
Respiratory Failure. | ' :
Medical record review revealed no assessments ,!
had been completed to validate resident #130's i i
. ability to self-administer medications. i : !
Medical record review of Resident #130's ' ; !
- ' | i
P Faa
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£ 176 Continued From page 1 _
Physician's Orders for July 2015, revealed no
arders for the resident to self-administer
medications.

Observation with Licensed Practical Nurse (LPN}
#1 on 7/20/15, at 3:39 PM, in Resident #130's
room, revealed no staff or the resident present,
and a respiratory inhaler was on the over the bed
. table, available for the resident to use. ’

Interview with LPN #1 on 7/20/15, at 3:41 PM, in
Resident #130's room, confirmed the respiratory |
inhaler was on the over the bed table available for !
" the resident to use. Continued interview !
confirmed no assessment to self-administer
medications was completed for the resident, and |
no physician's order was obtained for the resident -
to self-administer medications. |
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